INTRODUCTION
============

Constipation is a common gastrointestinal disorder in the elderly. Passage disorder occurs when the stool is hard and difficult to pass. Many studies have estimated the frequency of constipation to be 12%--19%. The frequency of constipation increases with increasing age, and constipation is more common in women. In men and women over 65 years of age, the rates of constipation are about 26% in men and 34%, respectively \[[@B1]\]. Constipation increases with age, decreased mobility, depression, and the use of drugs including opiates. Other research has indicated that constipation is also associated with diabetes mellitus, hypothyroidism, diverticulitis, irritable bowel syndrome, and hemorrhoids \[[@B2][@B3]\].

Management of chronic constipation in the elderly is paramount to keeping track of the main causes of constipation. In some cases, associated diseases need to be treated first. Cases involving secondary causes of constipation should be eliminated, so that chronic constipation in the elderly is properly treated. First, a physical examination should be given, and the history of illness should be tracked in detail. Identifying the cause of the constipation is important. In difficult cases, invasive colonoscopy examination can be considered. Furthermore, some cases of chronic constipation in the elderly are connected with the previous use of drugs, such as opioids, beta blockers, calcium channel blockers, diuretics and anticholinergics \[[@B2]\].

Common treatments used in treating patients with chronic constipation include the uses of magnesium hydroxide, polycarbophil, methylcellulose, bisacodyl, and misoprostol lubricants. These are recommended by the American College of Gastroenterology. Certain cases, in which conventional treatments for chronic constipation fail, will require surgical action in the form of a total colectomy with end-to-end anastomosis and end-to-end ileorectal treatment \[[@B4]\]. Herein, we report 4 elderly patients with a diagnosis of chronic constipation due to slow transit constipation (STC) for whom conventional therapy had failed so a decision was made to pursue surgical therapy. In these elderly patients, we considered the duration of surgery, the trauma of surgery, the complications of surgery, the postsurgery care, and the results of surgery, all of which can affect digestive functions. We decided not to perform a subtotal end-to-end colectomy ileorectal anastomosis; rather, we performed a shunting side-to-side ileosigmoidostomy.

CASE REPORTS
============

Case 1
------

A 70-year-old man complained of defecation once every 5 days, which had been ongoing for the past 10 years. During that time, the patient could only defecate by consuming 5 Dulcolax tablets per day. Physical examination showed a flat abdomen with no anal plug. The ampulla was not collapsing, and no palpable hard stool or blood mucus on the gloves and no ileus symptoms or signs were observed. The results of the laboratory examinations were typical. The colonoscopy scope penetrated to 35 cm, revealing indication of proctitis and colitis and suggesting chronic nonspecific colitis. Efforts to track underlying diseases showed no other primary diseases. Because no improvement had been seen during conventional treatment, we performed a shunting laparotomy and a side-to-side ileosigmoidostomy. Postsurgery, the patient defecated three to five times a day during the first week. This became normal with good consistency at 2-week postsurgery.

Case 2
------

A 65-year-old man came to the hospital with complaints of irregular defecation, i.e., once every 3 days. He complained of constant straining during defecation and a feeling of dissatisfaction after defecation. The patient complained that he was unable to defecate without the use of a laxative. The patient had tried pharmacotherapy, but with no response. On physical examination, the abdomen was found to be flat with no scarring or striae; no tenderness or palpable masses (intraperitoneal and extraperitoneal) and no other peritoneal acquired abnormalities were found. The results of the laboratory examination were normal. Chronic colitis was seen on colonoscopy. No primary underlying disease was found. Because conventional therapy had produced no improvement, surgery using a shunting laparotomy and a side-to-side ileosigmoidostomy was performed. Postsurgery, the patient defecated three to five times every day during the first week; this became normal and was consistent at the first week postsurgery.

Case 3
------

A 75-year-old woman who was a consulting colleague in gastroenterology came to the surgery clinic with bowel complaints: defecation with straining once every 5 days and a feeling of dissatisfaction after defecation. A lump was in the rectum while straining and that was accompanied by a history of bowel movements of fresh blood. The patient complained that she was unable to defecate without a laxative. Pharmacotherapy had been used for 7 years, but with no response. On physical examination, the abdomen was found to be flat with no scarring or striae; neither tenderness nor palpable masses (intraperitoneal and extraperitoneal) were found. Examination of the rectal plug revealed results in the normal range, as did the laboratory examinations. Ultrasonography photographs of gallstones were obtained along with abdominal photographs of a paralytic ileus. No primary underlying disease was found. Because conventional treatment had provided no relief, surgery with side-to-side shunting in a laparoscopic ileosigmoidostomy and a cholecystectomy were performed. Postsurgery, the patient defecated 5 to 7 times every day during the first week. The patient also used Imodium twice during the first week, and her defecation frequency was normal by 3-week postsurgery.

Case 4
------

A 66-year-old woman came to the hospital with complaints of irregular defecation with straining once every 5 days, a feeling of dissatisfaction after defecation, and a lump in the rectum while straining. She also had a history of bowel movements of fresh blood. The patient complained that she was unable to defecate without a laxative. The patient used pharmacotherapy for 1 year, but with no response. On physical examination, the abdomen was found to be flat with no scars or striae; neither tenderness nor palpable masses (intraperitoneal and extraperitoneal) were found. The examination of the rectal plug showed internal hemorrhoids grades 2--3. The results of the laboratory examinations were normal, and no primary underlying disease was found. Because conventional treatment had provided no relief, we performed a shunting laparotomy ileosigmoidostomy side-to-side using a linear stapler and a stapler with stapled haemorrhoidectomy procedure. Postsurgery, the patient defecated four times daily during the first week. This frequency became consistent 2-week postsurgery.

DISCUSSION
==========

In these 4 cases ([Table 1](#T1){ref-type="table"}), the average frequency of bowel movements was once every 4 days with hard stool. The stools consisted of separate hard lump-like nuts (Bristol Stool Chart type 1) \[[@B5]\]. There was no drug use or other underlying cause or need for bed rest. Secondary disease tracking all cases showed no underlying illnesses such as tumors in the colon, no presence of systemic diseases, and no drug use, all of which can cause constipation. We confirmed STC by eliminating the other causes of constipation. STC with bowel movements every 4 to 5 days of separate hard lump-like nuts (Bristol Stool Chart type 1) is due to peristaltic colonic disorders \[[@B6]\]. A careful examination of the history of the disease is required to keep track of the medicines that cause the onset of constipation. This will eliminate the secondary causes of constipation. Some patients may experience constipation of unknown origin, but they usually show no signs and symptoms (are asymptomatic). In cases with severe and unexpected constipation, blood is present in the stool, body weight decreases quickly and is accompanied by fever, and anorexia, nausea, and vomiting occur; patients with a family history of inflammatory bowel disease or colonic tumors, especially those over 50 years of age, require a full examination of the colon \[[@B7]\].

The consistency of the stool and its shape, based on the Bristol Stool Chart, is very useful for assessing the colonic transit time ([Fig. 1](#F1){ref-type="fig"}). Type-1 stool experiences a colonic transit time of 100 hours (slow transit) whereas Type-7 stool experiences a transit time of approximately 10 hours (rapid transit). The use of the Bristol Stool Chart \[[@B8][@B9]\] in the assessment of patterns of daily defecation should be matched with fecal output, straining, and inability to withstand defecation \[[@B10]\].

The 4 patients used laxative tablets and oral syrup tablets and syrup. They consumed foods high in fiber such as fruits, and they avoided things that caused constipation like bed rest and physical activity. Conventional treatment had provided no relief for these patients, so they decided to undergo surgery. Examinations with imaging studies were used to rule out the acute processes of colonic ileus ([Fig. 2](#F2){ref-type="fig"}) and to assess the causes of a chronic constipation \[[@B11]\]. In these 4 elderly patients, operating results restored digestive functions, and we decided not to perform a subtotal colectomy ileorectal anastomosis end-to-end, but rather to perform a shunting side-to-side ileosigmoidostomy ([Fig. 3](#F3){ref-type="fig"}).

As a result of the surgery, rather than defecating once every 4 to 5 days, the patients defecated 4 times per day with the consistency of liquid from postsurgery day 1 until postsurgery day 4. Defecation became normal and the stool was solid by postsurgery day 5 to day 14. The patients exhibited average defecation by postsurgery day 16; the frequency and the consistency of their bowel movements had returned to normal, 1 to 2 times a day. The patients experienced no complications; furthermore, they no longer had complaints such as abdominal pain and incontinence by the second postsurgery week. A 1-year follow-up with an interview by telephone showed that none of the patients had any complaints about their bowel movements or had experienced incontinence or abdominal pain. Based on these results, a side-to-side Ileosigmoidostomy shunting surgery can be considered as an alternative to a subtotal colectomy ileorectal end-to-end anastomosis for the treatment of elderly patients with chronic constipation.
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